higher in SLE patients with antiphospholipid antibodies. We anticipated that
the Tmax would simply reflect the AUC and we were surprised to observe
discordant results between the AUC and Tmax. We do not have an explana-
tion for this. Because a relatively low amount of phospholipid is used to ini-
tiate thrombin formation, it is conceivable that the prolonged lag time reflects
the effect of antiphospholipid antibody in blocking the effect of phospholipid.
While the increased Fmax may reflect accelerated formation of thrombin,
the prolonged Flag may actually contribute toward the finding. In the calcu-
lation of max both the lag time and slope of the thrombin generation curve
determine T-max. If indeed there is a higher rate of thrombin formation, the
significance of this is unclear. It is conceivable that this may refiect an initial
burst of thrombin formation that is dampened by anti-thrombin or other natu-
ral thrombin inhibitors. Regardless of this, overall our findings do not indicate
that under the conditions we employed could we demonstrate increased
thrombin potential. The limitation of our in vitro studies to reflect in vivo phe-
nomenon, is that we are not using whole blood which includes the contribu-
tion of platelets and platelet microparticles.

Clearly the pathogenesis of thrombosis associated with antiphospholipid
antibodies in SLE is multifactorial, involving not just the procoagulant pro-
teins, the cellular constituents involving hemostasis, the anticoagulant mech-
anisms and fibrinolytic pathway. We know that the thrombotic complications
are ameliorated by anti-thrombin agents including heparin and warfarin. This
clearly argues for a key role of thrombin in the pathogenesis of the compli-
cations associated with antiphospholipid antibodies.

As we begin to correlate the results of thrombin generation tests with a
variety of clotting and bleeding disorders, we are likely to gain a better
understanding of the meaning of different parts ot the thrombogram. The
analysis of wave forms, of which the thrombogram is an example, is a new
way to dissect out the complex interactions of coagulation proteins. The
challenge is to correlate these parameters with clinical events or other bio-
chemical or functional measurements of coagulation.

Our studies show that there are changes in the thrombogram associated
with antiphospholipid antibodies and history of thrombosis in SLE. Future
prospective study is now warranted to determine the predictive value of ETP
measures for future thrombosis.
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HIV-negative, HHV-8-unrelated primary effusion lymphoma-like

lymphoma: report of two cases

Tsuyoshi Takahashi, Akira Hangaishi, Go Yamamoto, Motoshi Ichikawa,

Yoichi Imai, and Mineo Kurokawa"

Primary effusion lymphoma (PEL) Is a rare type of lymphoma confined to
the body cavitles, such as pleural, pericardial, and peritoneal cavities.
PEL Is usually associated with human herpes virus 8 (HHV-8) and human

American Journal of Hematology

immunodeficiency virus (HIV) infection, however, there are some reports
of HIV-negative and HHV-8-unrelated cases. Recently, these cases are
described as HHV-8-unrelated PEL-like lymphoma, Here, we report two
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Figure 1.
panel) and now (right panel).

such cases. In both cases, no lymphadenopathy or organ involvement
with lymphoma was found. Surface marker revealed that they were both
CD20 positive lymphoma. Systemic chemotherapy with CHOP regimen
with rituximab was effective and gradually led to disappearance of the
lymphoma. HHV-8-unrelated PEL-like lymphoma is truly a distinct clinical
entity and the prognosis of it seems to be better than PEL.

PEL is a very rare type of non-Hodgkin lymphoma that involves only body
cavities [1]. According to the World Health Organization (WHO) classification
of hematological malignancies, PEL is classified as a subtype of diffuse
large B-cell lymphoma that is closely associated with human herpes virus-8
(HHV-8) and HIV [2]. On the other hand, it has been reported that there are
some patients with HHV8-negative and HIV-negative PEL that highly
expresses B-cell markers, which are described as HHV-8-unrelated PEL-like
lymphoma [2]. The reports of HHV-8-unrelated PEL-like lymphoma are anec-
dotal and the character of the lymphoma is not well known yet. Here, we
report two cases of HHV-8-unrelated PEL-like lymphoma who were success-
fully treated with R-CHOP and review of the literature.

Case 1

A 82-year-old man went to an outpatient clinic because of edema of his lower
extremities in January, 2008. He was found to have massive pericardial effu-
sion, left pleural effusion, and sign of cardiac decompensation. Soon after
admission, the patient was treated with drainage of the pericardial and pleural
effusion. On cytological examination of the pleural and pericardial effusion,
middle to large-sized atypical lymphoid cells were observed. The cells were
positive for CD20 and CD79a, but negative for CD3. The immunoglobulin light
chain restriction was also observed. He was suspected to have PEL and intro-
duced to our hospital. When he was admitted, he had massive left pleural effu-
sion and moderate pericardial effusion. The serum lactose dehydrogenase
(LDH) level was 214 |U/L. Tests for hepatitis C virus (HCV) and HIV antibody
were negative. Cytological evaluation of the pleural effusion demonstrated mid-
dle to large-sized atypical lymphoid cells with prominent nucleoli. The cell block
preparation of pleural effusion revealed that atypical lymphoid cells were nega-
tive for HHV-8, but positive for EBER-ISH and EBNA2. The pleural effusion
test for HHV-8 using polymerase chain reaction (PCR) method was also nega-
tive. No mass or lymphoma cells were detected on whole body CT scan, FDG-
PET, and bone marrow biopsy. He was diagnosed as HIV-negative HHV-8-
unrelated PEL-like lymphoma. The patient was treated with six courses of che-
motherapy consisting of rituximab, cyclophosphamide, doxorubicin, vincristine,
and prednisolone (R-CHOP). After six courses of R-CHOP, the pleural effusion
and pericardial effusion became little left. Now, 12 months passed since the
last chemotherapy, and although the slight effusion is still left, disease status
has continued to be stable without further treatment. Chest X-rays when the
patient was diagnosed and now are shown in Fig. 1A.

Case 2

A 73-year-old man had edema of his lower thighs and he was diagnosed as
having pericardial effusion, pleural effusion, and ascites on whole body CT
scan. In January 2009, he had shortness of breath and came to the out-
patient clinic of our hospital. He was diagnosed as cardiac decompensa-
tion with massive pericardial effusion and treated with drainage of it. On
the cytological examination of the pericardial effusion, large atypical lym-
phoid cells with prominent nucleoli were observed. The cell block prepa-
ration of the pericardial effusion revealed that the cells were positive for
CD20, but negative for CD3, HHV-8, and EBER-ISH. No masses or lym-
phoma cells were detected on whole body CT scan, FDG-PET, and bone
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Chest X-rays of the cases. A: Chest X-rays when case 1 was diagnosed (left panel) and now (right panel). B: Chest X-rays when case 2 was diagnosed (left

marrow biopsy. Tests for HCV and HIV antibody were negative. He was
diagnosed as HIV-negative HHV-8-unrelated PEL-like lymphoma. The
patient was treated with six courses of R-CHOP therapy. After repeated
courses of R-CHOP, the pericardial effusion and pleural effusion gradu-
ally decreased. However, after five courses of R-CHOP, liver dysfunction
appeared. The ultrasonographic examination revealed that he had con-
gestion of the liver due to recurred pericardial effusion. Aspiration of fluid
from pericardium was performed twice. However, invasion of lymphoma
cells were not detected in evaluation of cytology and flow cytometric
analysis at this time. After that, liver dysfunction resolved and pericardial
effusion was stable with slight pleural effusion. He was performed six
round of R-CHOP treatment then discharged. Chest X-rays when the
patient was diagnosed and now are shown in Fig. 1B.

PEL was originally described in 1989 as B-cell lymphomatous effusion
in a body cavity without detectable tumor masses and associated with
HHV-8 and HIV infection, mostly occurs in immunodeficiency status [1-3].
However, this entity has been reported in a small number of cases associ-
ated with HIV-negative HHV-8-unrelated PEL-like lymphoma [4-6]. The
PEL lymphoma cells are usually negative for pan-B-cell markers, such as
CD19, CD20, and CD79a. On the other hand, HIV-negative HHV-8-unre-
lated PEL-like lymphoma cells highly express B-cell markers. In our cases,
the lymphoma cells also expressed CD20 and CD79a. As for the patho-
genesis of PEL-like lymphoma, Tanaka et al. reported that some of these
were EBV positive [7]. HCV had also been suggested to be an etiological
agent [8]. Both of the present cases were HCV negative, although case 1
was EBV positive and case 2 was negative.

As to treatment, there is no standard chemotherapeutic regimen recom-
mended for HIV-negative HHV-8-unrelated PEL-like lymphoma because of small
numbers of reports. CHOP-like regimen had been frequently given in these
cases. Recently, rituximab, an anti-CD20 monoclonal antibody, has been incor-
porated into the standard chemotherapy for many B-cell NHLs showing CD20
positivity. In both of our cases, we used rituximab containing regimen because
the lymphoma cells were CD20 positive and it was effective in both cases.

The prognosis of PEL is poor and the median survival of PEL is less than
6 months, whereas the prognosis of HIV-negative HHV-8-unrelated PEL-like
lymphoma may be better than that [9,10]. In our cases, one is alive for 21
months and another is alive for 9 months after their diagnoses. Thus prog-
nosis of PEL-like lymphoma seems to be better than that of PEL as reported
previously. In light of the cases from literature and our present ones, PEL
and HIV-negative HHV-8-unrelated PEL-like lymphoma may have different
pathogenesis, immunophenotypic features, and prognosis.
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Letter to the Editor

A novel MLL-AF1p/Eps15 fusion variant in therapy-related acute
lymphoblastic leukemia, lacking the EH-domains

Chromosomal translocation involving the MLL gene, located at
11g23, is the most frequent abnormality in hematological malig-
nancies and more than 50 genes have been identified as MLL fusion
partners. However, unifying leukemogenic properties of partner
genes remain unclear. Here, we describe a novel MLL-AF1p/Eps15
(epidermal growth factor receptor pathway substrate 15) fusion
variant in previously reported therapy-related acute lymphoblas-
tic leukemia (ALL) patient [1] and argue for the function of AF1p as
MLL fusion partner gene.

A 63-year-old female received high-dose dexamethasone and
high-dose melphalan therapy followed by autologous peripheral
blood stem cell transplantation for multiple myeloma. One year
later, the patient was affected with ALL. The cytogenetic anal-
ysis revealed a reciprocal chromosomal translocation involving
1p32-34 and 11g23, and fluorescence in situ hybridization analysis
showed split signals of the MLL gene.

In order to elucidate the break point between the MLL gene and
the partner gene, we performed 3’-rapid amplification of cDNA ends
(RACE) with the total RNA extracted from her bone marrow cells.
We designed the first specific primer on MLL exon 6, the 5-outer
side of the break point cluster region (BCR) [2] of the MLL gene (5'-
TCC AAA GCC TAC CTG CAG AAG C-3’) and used the second specific
primer on MLL exon 7, within the BCR (5’-TCA TCC CGC CTC AGC
CAC CTA CTA CAG GAC CGC-3') [3]. Using these primers and the
adaptor primer (5'-CTG ATC TAG AGG TAC CGG ATC C-3/, TAKARA Bio
Inc., Japan), we performed semi-nested polymerase chain reaction
(PCR) and obtained a 2 kbp fragment as an incomplete fusion cDNA.
Dye terminator sequencing of the fragment revealed a fusion mRNA
with an in-frame junction between MLL exon 10 and AF1p exon 12
(Fig. 1A).

MLL N-terminus is reported not to be sufficient to immortal-
ize cells, thus each partner gene must play an indispensable role
in leukemogenesis. Recent studies proposed mainly two types of
mechanisms in MLL-related leukemogenesis [4]. Firstly, some MLL
fusion proteins directly alter transcriptional regulation of target
genes with dependence on the function of their fusion partners
(e.g. MLL-ENL and MLL-ELL/MEN [5]), most of which are nuclear
proteins with transcriptional activity. In contrast, some MLL fusion
partners do not have their own transcriptional activity, but bear
self-association motifs or protein-protein interaction domains.
Some of such fusion partners are cytoplasmic proteins (e.g. MLL-
AF6 and MLL-Septin6). They alter the structure or the complex of
MLL fusions, consequently modulating the transcriptional activities
or the interaction between proteins.

AF1p is reported to be the latter type. Normal AF1p is local-
ized to the plasma membrane clathrin-coated pits and vesicles and
is involved in endocytosis. Through homophilic interaction with
its coiled-coil (CC) domain, AF1p is constitutively dimerized or

0145-2126/$ - see front matter © 2009 Elsevier Ltd. All rights reserved.
doi:10.1016/j.leukres.2009.07.028

oligomerized in normal cells [6]. Previously reported MLL-AF1p
conserves almost all functional domains of AF1p (Fig. 1B) and is also
dimerized with the CC-domain of AF1p [7,8]. In a colony replating
assay using deletion mutants of MLL-AF1p, the deletion mutants
lacking the EH-domain preserved colony replating capacity, while
the mutants lacking the CC-domain did not [7]. It indicates the
indispensability of the CC-domain and the dispensability of the EH-
domain in murine leukemia. This MLL-AF1p variant found in our
case lacks the EH-domain, but conserves the CC-domain (Fig. 1B).
Therefore, the EH-domain is dispensable in actual human leukemo-
genesis similar to the murine model.

Furthermore, while the known MLL-AF1p fusion was identified
primarily in cases with acute myeloid leukemia, this MLL-AF1p
fusion variant is associated with ALL. Therefore, missing EH-domain

(A MLL Exon 10 § AF1p Exon 12
1439 1444} 319 324
S 8§ 6 H VvV EIN I 1 6 S§ s
# TECTECCLATCTAC ACEACATC 2T 2606 5 TC 220

AF1ip
EH EH EH  coilod-coil

MLL-AF1p

[~/

Novel MLL-AF1p

Fig. 1. The structure of the novel MLL-AF1p transcript and the amino acid sequence.
(A) Sequencing analysis of the novel MLL-AF1p transcript from the product of 3'-
RACE/semi-nested PCR. A break point of the fusion mRNA lies between MLL exon 10
and AFIp exon 12. (B) The schematic structure of the MLL-AF1p fusion proteins.
MLL-AF1p: reported MLL-AF1p fusion, Novel MLL-AF1p: novel MLL-AF1p fusion
lacking EH-domain, AT: AT-hook, CXXC: CXXC domain, BP: break point region, EH:
Eps15 homology domain, coiled-coil: coiled-coil region, DPF: region rich in asparate-
proline-phenylalanine repeats, P: proline rich region and UIM: ubiquitin-interacting
motif.
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might be involved in leukemic cell phenotype determination. In
normal cells, the EH-domain of AF1p interacts with some proteins
containing Asn-Pro-Phe (NPF) motifs [9]. The interaction with these
proteins containing NPF motifs may modify the leukemogenic prop-
erty of the fusion protein. In summary, this case suggests that each
domain of MLL fusion partners play different roles in leukemogen-
esis.
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Abstract Invasive fungal infections (IFIs) are associated
with considerable morbidity and mortality after hemato-
poietic stem cell transplantation (HSCT). Despite that
epidemiology of IFIs has changed notably by evolution in
transplantation procedures as well as preventative strate-
gies, the attributable mortality still remains high, mainly
because of delayed initiation of treatment due to its diag-
nostic difficulty. Hence high-resolution computed tomog-
raphy and non-culture based adjunctive diagnostic tests
such as enzyme-linked immunosorbent assay for galacto-
mannan and (1,3)-f-p-glucan have been incorporated into
clinical practice, and global antifungal prophylaxis has
been applied particularly to high-risk patients. Newer
mold-active agents with higher efficacy and lower toxicity
are currently being introduced as prophylaxis, and the
combination of these agents are being evaluated as salvage
therapy. This review summarizes recent advances in the
diagnosis and management of IFIs in HSCT recipients.
Further improvement of clinical outcome will be achieved
by optimizing diagnostic, prophylactic and therapeutic
approach based on individual patient’s risk and situation.

Keywords Invasive fungal infections - Aspergillosis -
Antifungal agents - Hematopoietic stem cell transplantation

1 Introduction

Invasive fungal infections (IFIs) are one of the major
causes of morbidity and mortality after hematopoietic stem
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cell transplantation (HSCT). The mortality rate associated
with documented IFIs has been extremely high once
developed, depending on the patients’ group and the
infection type [1-3]. This high mortality rate is mainly
attributed to the difficulty of diagnosis retarding the initi-
ation of treatment, because histopathological examinations
require invasive procedures and fungal cultures have low
sensitivity in detecting IFIs. Therefore, the prevention
upfront may play an important role in reducing the inci-
dence of IFIs and its attributable mortality, especially in
high-risk patients.

To date, incessant efforts have been made to prevent
the development of IFIs, with more effective and less
toxic antifungal agents, and to diagnose early so that
appropriate, timely treatment may be initiated. Despite
increased risk of IFIs provided by an aggressive form
immunosuppression and a growing population of high-risk
patients, the advance in diagnostics, including computed
tomography (CT) scan technology and laboratory adjunct
markers, and the availability of newer mold-active agents
have resulted in sequential improvement in the clinical
outcome of IFIs [4, 5]. This study will review the pro-
gress in diagnostics and management of IFIs to outline
the future directions.

2 Epidemiology and risk

The epidemiology of IFIs has substantially evolved, as
transplant modalities and preventative strategies have
changed over the last several decades [4, 5]. Although
Candida infections mainly caused by C. albicans were
recognized as common during early post-HSCT in the
1980s, the introduction of fluconazole (FLCZ) prophy-
laxis has reduced the overall attack rate of invasive
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candidiasis (IC) [6-8]. Mold infections, caused especially
by Apsergillus spp., have been increasingly encountered
during the 1990s. Successful use of prophylactic FLCZ
has also caused a shift to FLCZ-resistant C. glabrata and
C. krusei, and other molds including Zygomycetes,
Fusarium spp. and Scedosporium spp. have emerged
since the late 1990s.

Candida spp. are common inhabitants of the gastro-
intestinal (GI) tract and skin that mostly enter the body
through a breach in the skin or mucosal membrane of
the GI tract during severe neutropenia and/or mucositis.
IC is described as either acute bloodstream infection or
chronic hepatosplenic disease, which exclusively occurs
during the pre-engraftment period (Table 1). Candidemia
typically originates from either the GI tract or through
intravenous catheters and mainly presents with non-spe-
cific symptoms of fever of unknown origin, a sepsis-like
syndrome and multi-organ failure. It is a life-threatening
infection and evolves into acute disseminated candidiasis
including chorioretinitis and organ abscesses. In contrast,
chronic disseminated candidiasis usually occurs after
neutrophil engraftment, with increased inflammation
causing fever, elevated liver enzymes and flank pain.
Specific risk factors for IC include older age, prolonged
neutropenia, high-dose total body irradiation, indwelling
catheters, Gl-tract colonization and severe Gl-tract mu-
cositis associated with conditioning or graft-versus-host
disease (GVHD) [9].

Aspergillus spp. usually cause invasive sinonasal and/
or pulmonary infection after inhalation or colonization
into the sino-pulmonary tracts. The lung is the most
common site where they produce nodular infiltrates with
or without a “halo sign”, which may typically become
larger and eventually cavitate to reveal “air crescent
sign” with neutrophil recovery or remain as isolated
nodules or dense lobular infiltrates [10]. The earliest
symptoms are dry cough and low-grade fever, and
pleuritic chest pain and hemoptysis can occasionally
occur (Table 1). Invasive aspergillus sinusitis is aggres-
sive and frequently complicated by skin, palate, and
ocular and intracerebral extension. Pulmonary and sinus
aspergillosis may occur concurrently, and a poorly con-
trolled infection may progress to a disseminated disease,
which is often suspected but rarely proved unless cere-
bral or cutaneous aspergillosis is diagnosed. The devel-
opment of invasive aspergillosis (IA) shows bimodal
distribution, one during the neutropenic period early after
HSCT and the other during the receipt of corticosteroids
for severe acute GVHD late after HSCT [1]. Late
occurrence of IA has been increasingly observed, with a
relatively decreased incidence of early-onset IA,
because of a shortened neutropenic period due to the
use of peripheral blood rather than bone marrow,

non-myeloablative rather than myeloablative conditioning
regimens, granulocyte colony-stimulating factor and
high-efficiency particulate air (HEPA) filtration [1-3]. An
increased risk of IA is associated with older age, prior
fungal exposure, prolonged neutropenia, CMV disease,
HLA-mismatched or T cell-depleted graft, the develop-
ment of GVHD and profound immune suppression due
to the treatment of GVHD [1, 2].

Zygomycetes are angioinvasive and potentially dissem-
inate systemically. The most common sites of infections
are the paranasal sinuses, lung and skin, as the primary
sites of infections with the potential for hematogenous
dissemination in approximately one-fourth of the patients
[11]. Zygomycosis has attracted particular attention, the
clinical manifestation and risk in HSCT recipients of which
also largely overlap with those of IA, but the outcome is
poorer with an overall mortality rate of more than 50% [4,
11]. Breakthrough infections are increasingly reported
during prophylaxis or treatment of IA with voriconazole
(VRCZ) [12, 13].

3 Diagnosis
3.1 Revision of the definitions of IFIs

The first standard definitions for IFIs were introduced by
a consensus group of the European Organization for
Research and Treatment of Cancer/Invasive Fungal
Infections Cooperative Group and the National Institute of
Allergy and Infectious Diseases Mycoses Study Group
(EORTC/MSG) in 2002 [14]. In the criteria, IFIs were
classified into 3 levels according to the certainty of
diagnosis: “proven”, “probable” and “possible”. Proven
IFIs require a detection of fungus by histopathological
documentation or culture of a specimen from a normally
sterile site, whereas probable and possible IFIs depend on
3 elements: host factors, clinical manifestations and
mycological evidence. Although the definitions are of
particular value in allowing clinical researches to be
compared by standardizing definitions, there remains the
shortcoming that the original category “possible” poten-
tially includes many ambiguous cases, totally different
from highly suspicious cases despite the presence of
neutropenia, non-specific pulmonary infiltrates and per-
sistent fever refractory to broad-spectrum antibiotics.
Therefore, the definitions were revised in 2008. [15],
where the category “possible” was defined more strictly
with sufficient clinical evidence to distinguish dubious
cases from the more likely cases in the absence of
mycological evidence. The definitions of “probable” were
expanded as a reflection of advances in indirect assays
that are highly specific for IFIs.

@ Springer
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3.2 Contributions of advanced diagnostic tools

Confirming the diagnosis of IFIs requires extreme caution,
because it remains difficult even with various clinical
manifestations, radiological findings, culture, histopathol-
ogy and adjunctive tests. Improved CT technology and
non-culture based diagnostic tools are expected to make
great contributions to allow for prompt diagnosis.

Radiology plays an important role in the diagnosis and
follow-up of IFIs, and especially high-resolution (HR) CT
facilitates in detecting lung involvement at an early stage
of IA. The early indicator for IA on CT scans is a “halo
sign”, a macronodule surrounded by a perimeter of ground-
glass opacity, which pathologically represents infarction
and coagulative necrosis caused by angioinvasive asper-
gillosis and alveolar hemorrhage. Systemic CT screening
for the “halo sign” in high-risk patients has been recom-
mended to make a quicker diagnosis and initiate an
effective antifungal treatment earlier in patients with sus-
pected A [10]. A large image study of IA has reported that
initiation of antifungal treatment based on the identification
of the “halo sign” results in a significantly better response
to treatment (52 vs 29%, P < 0.001) and improved survival
rates (71 vs 53%, P < 0.01) [16].

Enzyme-linked immunosorbent assays (ELISA) for
galactomannan (GM) and (1,3)-f-p-glucan are useful
adjunctive tests to identify IFIs and have been incorporated
into the diagnostic criteria [15]. The GM ELISA test
contributes to an earlier non-invasive establishment of
diagnosis, which has a sensitivity of 76-100% and speci-
ficity of 90-99% (Table 2) [17-22]. The accuracy of this
test is variable among different patient populations,
depending on the choice of the cutoff value for defining a
positive result [23]. The GM assay is more appropriate in

the case of a high pretest probability of IA. In spite of the
recommended cutoff serum ratio of 1.5 by the manufac-
turer, lower thresholds have been investigated and a cutoff
of 0.5 has been adopted for approval by the US Food and
Drug Administration (FDA). False-positive reactions
should be considered in patients receiving fungus-derived
antibiotics such as piperacillin-tazobactam and amoxicil-
lin-clavulanate and in patients having Gl-tract mucositis
due to chronic GVHD [24-26].

(1,3)-p-p-Glucan is another potential marker for detec-
tion of numerous yeasts and molds except Cryptococcus
spp. and Zygomycetes [27]. (1,3)-f-pD-Glucan assay has
been pioneered in Japan in 1995, and three commercial kits
have been widely used for the diagnosis of IFIs over a
decade (Table 3) [27, 28]. Clinical usefulness of the (1,3)-
B-b-glucan assay was also recognized outside of Japan, and
Fungitell (Associates of Cape Cod) was approved by the
FDA in 2004 [29-32]. Unfortunately, the cutoff values
differ according to each manufacturer’s instruction and the
measured values are totally incommensurable because they
use different f-p-glucan standards and different species of
horseshoe crab as a source of reagent, resulting in different
affinity and reactivity to fB-p-glucan. According to the
manufacturer’s instructions, the cutoff values are defined as
20 pg/mL for the Fungitec G-Test MK (Seikagaku Coop-
eration), 11 pg/mL for the f-Glucan Test WAKO (Wako
Pure Chemical) and -G Star (Maruha Cooperation), and
80 pg/mL for Fungitell. However, the optimai cutoff val-
ues are still under clinical evaluation. Several studies have
recently proposed a serum f-p-glucan level of >60 pg/mL
as an appropriate cutoff value for Fungitell [32].

The detection of fungi DNA by PCR has been under
investigation, the technical standardization and validation
of which has not yet been attained for clinical use.

Table 2 Evaluation of cutoff values for the serum galactomannan ELISA assay

Reference Study patients Positive cutoff 1A Sensitivity Specificity PPV NPV
Herbrecht [17] Hematological malignancy 15 x 1 Overall 29.4 94.8 5711 84.9
Maertens [18] Hematological malignancy 1.0 x 1 Proven 100 94.6 68.1 100
Proven/probable 92.3 94.6 72 98.8
1.0 x2 Proven 100 98.1 85.7 100
Proven/probable 89.7 98.1 87.5 98.4
Maertens {19] HSCT recipients 10 x 1 Proven 94.4 85.4 58.6 98.6
1.0 x 2 Proven 94.4 98.8 94.4 98.8
Kawazu (20} Hematological malignancy 0.6 x 2 Overall 100 93 55 100
Maertens [21) Hematological malignancy 08 x 1 Proven/probable 96.5 97.3 93.3 98.6
05 x2 Proven/probable 96.5 98.6 98.6 98.4
Maerten [22] Hematological malignancy 1.5 x 1 Proven/probable 76.3 91.5 85.3 95.6
05x1 Proven/probable 97.4 90.5 66.1 99.4
05 x2 Proven/probable 92.1 91.5 87.5 98.5
@ Springer
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Tachypleus No available data

11 End point Lentinan

B-G Star

tridentatus

chromogenic

96.3

70

89.6

87.5

9

6

6
100

120 pg x 1
80 pg x 1

Proven/probable 1A

Kinetic Pachyman Limulus Pazos [29]
Proven IFIs

80

Fungitell

97.8

77.2 51.9

3.3
9.9
4.4

Pickering [30]

polyhemus

chromogenic

75.1
73
100

83.8
89
43

87.1

60 pg x 1

Proven/probable

Ostrosky-Zeichner

92.4
90
96

80 pg x 1

IFIs

311

Odabashi [32]

60 pg x 1

Proven/probable

97

57

65

60 pg x 2

IFIs

Combining non-culture based diagnostics is an important
research direction that may improve the overall predictive
value of these systems.

4 Management

There are four major strategies to manage IFIs, consisting
of antifungal prophylaxis, empirical therapy, presumptive
therapy and treatment.

4.1 Prophylaxis

Effective prevention is made possible by protected envi-
ronment and prophylactic use of antifungal agents.

4.1.1 Protected environment

Installation of HEPA filters has been recommended by the
Centers for Disease Control (CDC) for high-risk patients
[33], which appears to provide significant benefits to neu-
tropenic patients. However, the effectiveness of a protected
environment in preventing IFIs is still controversial. A
multicenter study comparing HEPA filtration and single-
room isolation with any combination of hand washing, and
wearing gloves, mask and gown in 5065 HSCT recipients
supported the benefits of a protected environment [34],
whereas a recent meta-analysis of 16 trials did not show the
significant benefits for reducing mortality rates among
severely neutropenic patients with hematological malig-
nancies and HSCT recipients [35]. There are some limi-
tations, in that HEPA filtration cannot be applied to all
patients at risk for longer periods even if it is highly
effective for a limited period, and environmental fungal
exposure is essentially inevitable in patients treated later or
followed up as outpatients.

4.1.2 Prophylactic antifungal agents

Global prophylaxis with antifungal agents has been an
exclusively common practice in transplant settings
(Table 4). Prophylactic FLCZ offers a great benefit to high-
risk patients, especially in preventing Candida infections
during neutropenia. Two randomized studies performed
during the early 1990s established the efficacy of FLCZ at
400 mg/day in decreasing the incidence of IFIs mainly
caused by Candida albicans [6, 7]. An extended survival
benefit beyond the period of prophylaxis was seen when
FLCZ was continued up to 75 days after HSCT
(P =0.0001), compared to stopping prophylaxis at the
time of engraftment [8]. However, the most serious limi-
tation is its narrow spectrum of activity, which has led to
the investigation of antifungal prophylaxis using mold-
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active agents with a broader spectrum of antifungal activity
including non-albicans Candida spp. and molds.

Itraconazole (ITCZ) is a synthetic triazole, which is
available as oral and parenteral dosage forms. Two pro-
phylactic trials evaluated ITCZ solution compared with
FLCZ in HSCT recipients [36, 37]. In a randomized trial
comparing ITCZ at 400 mg/day versus FLCZ at 400 mg/
day for 100 days after HSCT among 138 allo-HSCT
recipients, ITCZ reduced IFIs more effectively (P = 0.01),
but failed to improve an attributable mortality [36].
Another trial compared intravenous ITCZ at 200 mg/day or
oral suspension at 7.5 mg/kg/day with FLCZ at 400 mg/
day in 296 allo-HSCT recipients. A statistically significant
reduction of invasive mold infections was achieved only in
the subset of patients who tolerated the drug (P = 0.03),
because prophylaxis was associated with a higher rate of
toxicity and gastrointestinal intolerance leading to 36%
withdrawal rate [37]. This study also documented higher
toxic death rate under concomitant use of cyclophospha-
mide. Although a meta-analysis of 13 ITCZ prophylaxis
trials in neutropenic patients with hematological malig-
nancies showed both successful reductions in the rate of
IFIs (P = 0.002) and IFI-related death (P = 0.04), a sig-
nificant effect was seen only in patients who received oral
solution and not in patients receiving capsules [38]. The
bioavailability of ITCZ depends on the formulation and
reliable serum concentrations are constantly provided by
intravenous (iv) formulation or oral suspension than cap-
sules. A correlation between the ITCZ levels greater than
250 or 500 ng/mL and increased efficacy is suggested by
limited evidence [39, 40]. ITCZ has important interactions
with several drugs, especially cytochrome P450-metabo-
lized drugs including calcineurin inhibitors such as cyclo-
sporine A and tacrolimus.

Posaconazole is suitable for prophylaxis especially in
high-risk patients, despite being available only as an oral
formulation. The efficacy and safety of posaconazole have
been evaluated in two large studies comparing it to FLCZ,
leading to FDA approval of the drug for prophylaxis in
febrile neutropenia patients with hematological malignan-
cies and allo-HSCT recipients with GVHD [41, 42]. One
study evaluated posaconazole 600 mg/day by comparing
with FLCZ or ITCZ at 400 mg/day each in 602 patients
with acute myeloid leukemia or myelodysplastic syndrome
during febrile neutropenia [41]. It reported a reduced
incidence of IFIs (P < 0.001) and trends toward improved
survival (P = 0.04) in the posaconazole arm. The other
study randomized 600 allo-HSCT recipients with GVHD to
receive either posaconazole at 600 mg/day or FLCZ at
400 mg/day, which resulted in fewer overall IFIs
(P =0.07) and IA (P = 0.006), and significantly lower
IFI-related mortality (P = 0.046) in the posaconazole arm
[42].

@ Springer

Voriconazole (VRCZ) is also attractive, although little
data are available from sufficiently powered randomized
trials. In a large randomized trial only presented in the
abstract form comparing prophylactic VRCZ to FLCZ in
600 HSCT recipients, VRCZ tended to decrease the inci-
dence of IFIs (P = 0.11), especially IA (P = 0.05), despite
failing to produce fungal-free survival (P = 0.72) [43].
Adverse reactions, such as visual disturbance and liver
toxicity, and drug interactions with multiple drugs includ-
ing calcineurin inhibitors require consideration. Another
major concern about widespread use of VRCZ prophylaxis
is the emergence of zygomycosis [12, 13], although it is
still controversial whether a causal relationship exists. It is
preferable to monitor plasma VRCZ levels, because serum
concentrations are highly variable between patients and the
levels of some patients are low during oral dosing of
200 mg twice daily [13].

Echinocandins and polyenes are also considered candi-
dates, despite their potential utilities being limited by the
administration route. Micafungin (MCFG) at 50 mg/day
has been compared to FLCZ at 400 mg/day in a large
double-blind trial on 882 HSCT recipients. MCFG pro-
phylaxis during neutropenia was associated with greater
treatment success, compared to FLCZ prophylaxis
(P = 0.03), leading to FDA approval for the use as pro-
phylaxis in this setting [44]. A comparative study of ca-
spofungin (CSFG) at 50 mg/day with intravenous ITCZ at
200 mg/day showed similar efficacy and safety among
patients with hematological malignancies (P = 0.92) [45].

The utility of amphotericin B deoxychoate (AMB) as
prophylaxis has been historically limited by excessive
nephrotoxicities and infusion-related reactions, and the
insufficient power of available studies hampers the use of
lipid formulation of amphotericin B as part of a prophy-
lactic strategy. However, a recent study evaluating inter-
mittent application of low-dose liposomal AMB (L-AMB)
at 50 mg every other day in 132 neutropenic patients
reported a significantly decreased incidence of IFIs
(P = 0.001) in the L-AMB arm, without grade 3—4 toxic-
ities [46].

4.1.3 Recommended prophylactic strategy

Recommended prophylactic strategies vary according to
patient’s risk and situation, and post-transplant period.
Choice of a particular antifungal agent for prophylaxis also
depends on its availability and toxicity, fungal pathogens
that are a great threat, local fungal flora and susceptibility
patterns.

4.1.3.1 During neutropenia, early period after HSCT
Among patients who stay in the HEPA-filtered rooms and
frequently monitored with radiography, serological
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examinations and culture tests, FLCZ may be used as
prophylaxis for the time from conditioning until develop-
ment of severe GVHD, because of its lower toxicity. In
contrast, anti-mold azoles and echinocandins appear to be
preferred for patients without HEPA filtrations, high-risk
patients against mold infections or if an institution’s inci-
dence of mold infections is high. ITCZ and VRCZ have
important side effects and drug—drug interactions, and
therefore may be recommended only in patients who can
tolerate the drug and are not at increased risk for significant
drug interactions.

4.1.3.2 During immunosuppressive therapy for GVHD,
late after HSCT In patients with acute GVHD treated
with high-dose corticosteroids or those with severe chronic
GVHD necessitating treatment with multiple immunosup-
pressive agents, it remains inconclusive whether anti-mold
prophylaxis achieves a better outcome, compared to a
prompt initiation of treatment based on early detection of
IFIs. But at least in outpatients, the prophylaxis may be
indicated because of the difficulty in early detection. Oral
anti-mold azoles are favored candidates for antifungal
prophylaxis in outpatients, while the need for parenteral
administration is a disadvantage for echinocandin used as
prolonged prophylaxis. Oral posaconazole seems to be
most suitable for long-term use, because data advocating
ITCZ prophylaxis are less conclusive and the data quality
of VRCZ prophylaxis is currently inadequate.

4.1.3.3 Secondary prophylaxis For patients with a his-
tory of IFIs, prophylactic antifungal agents should be
considered to prevent relapse of previously treated IFIs,
because recurrence of infections is extremely high and
associated with a very poor prognosis. Secondary prophy-
laxis for IA appears to be successful when anti-mold
azoles, echinocandins or L-AMB are given [47-49]. The
latest study in abstract form evaluating the efficacy of
VRCZ as secondary prophylaxis in 45 HSCT recipients
with previous proven or probable IFI reported a lower
incidence than the expected rate (incidence of IFls 7%)
[49].

4.2 Empirical therapy

Empirical antifungal therapy is considered standard prac-
tice in neutropenic patients with persistent or recurrent
fever while on broad-spectrum antibiotics and codified in
the Infectious Disease Society of America (IDSA) guide-
line [50]. However, this strategy is based on two, old
randomized controlled trials published in the 1980s, before
the era of FLCZ prophylaxis. Careful attention is required
while applying the empirical therapy in a transplant setting,
because most of the recipients stay in a HEPA-filtered

room and receive prophylactic FLCZ during the neutro-
penic period. Non-albicans Candida or molds including
Aspergillus spp. should be considered as pathogens of IFIs
while selecting antifungal agents. While AMB has been
used as the golden standard agent for empirical antifungal
therapy until recently, L-AMB, ITCZ and echinocandins
have become applicable with almost equivalent efficacy
and with less toxicity [51-54]. In a randomized multicenter
trial comparing L-AMB with AMB in patients with neu-
tropenia and persistent fever, toxicities were significantly
less frequent among patients treated with L-AMB than
among those treated with AMB (P = 0.009), with an
equivalent success rate between both groups [51].
Although the randomized comparison of VRCZ with
L-AMB failed to meet the predefined margin for non-
inferiority, the rate of breakthrough infections was signif-
icantly lower in the VRCZ arm (P = 0.02), suggesting the
potential use of VRCZ for empirical therapy [52]. CSFG
was shown to be equivalent to L-AMB in preventing
breakthrough infections [54].

However, the clinical significance of empirical therapy
for IFIs based on persistent febrile neutoropenia (FN) has
become less clear in transplant settings where a relatively
rapid recovery of neutrophils can be expected. Based on
specific symptoms and examination outcomes, non-albi-
cans Candida infections should be suspected in patients
with severe mucositis and/or prolonged diarrhea, whereas
mold-active agents should be used in patients with respi-
ratory and/or sinonasal symptoms and abnormal radiolog-
ical findings suspicious of IA.

4.3 Presumptive therapy

Although empirical therapy has been the standard practice
for persistent FN, overtreatment has emerged as a major
shortcoming resulting in increased toxicity and treatment-
related cost. This might be overcome by a presumptive
approach where treatment is only initiated when non-cul-
ture based microbiological tests are positive and/or radio-
logical findings suggestive of IFIs are detected. Maertens
et al. [55] assessed the feasibility of a presumptive therapy
with a combined serum GM assay and HRCT against IA in
neutropenic patients with hematological malignancy. They
started L-AMB for patients with two consecutive positive
galactomannan tests or with CT findings suggestive of IFIs,
regardless of the presence or absence of FN. This pre-
sumptive therapy successfully reduced the use of anti-
Aspergillus agents compared to empirical therapy from 35
to 7.7% (a reduction rate 78%) and did not fai! to detect IA.
In a recent study by Oshima et al. [56], suspected cases of
IA were successfully treated with a presumptive therapy
using serum GM assay and/or f-p-glucan and CT and/or
X-ray in HSCT recipients receiving FLCZ prophylaxis in
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HEPA-filtered rooms. These results may propose a neces-
sity to reevaluate the merits of routine initiation of
empirical therapy in neutropenic patients with persistent
fever.

4.4 Treatment

Although AMB is highly effective and has been the gold
standard historically for the treatment of IFIs, newer anti-
fungal agents offer advantages in efficacy and toxicity.
Hence, the IDSA released an update in its treatment
guideline for Candida and Aspergillus infections [57, 58].
The IDSA guideline for candidiasis, updated in 2009, lists
FLCZ, L-AMB, echinocandins and VRCZ as the preferred
treatment before specific identification (Table 1) [59-62].
Echinocandins or L-AMB are preferred as primary therapy;
echinocandins have especially found their greatest use,
because a series of randomized, blinded, controlled trials
comparing echinocandins with comparator agents have
shown similar rate of success and minimal toxicity asso-
ciated with the echinocandins [59, 60]. The only trial that
compared the efficacy between two different echinocandins
reported equivalent response rates and the two different
dosages of MCFG showed similar response rates, leading
to the conclusion that 100 mg daily of MCFG was appro-
priate for candidemia [61]. FLCZ is recommended for
patients without recent azole exposure and who are not
critically ill, while VRCZ for patients who need additional
coverage of molds. After specific identification, an echi-
nochandin or L-AMB is preferred for infections due to C.
glabrata or C. parapsilosis, respectively, while all but
FLCZ are applicable for infections due to C. krusei.

The updated guideline for aspergillosis recommends
VRCZ as a first-line therapy for IA and L-AMB as an
alternative (Table 1) [63, 64], based on a randomized study
of VRCZ with AMB for primary treatment of 1A suggesting
the superiority of VRCZ over AMB with higher response
rates and an improved survival rate [63]. Organ function
should be considered in choosing an appropriate first-line
agent, because the presence of liver dysfunction complicates
VRCZ therapy and renal dysfunction complicates L-AMB
therapy. Although there have been no randomized, con-
trolled trials of any echinocandin as primary therapy, CSFG
has received FDA approval for treatment of [A and was
granted for second-line therapy [65]. CSFG, ITCZ and
posaconazole have been shown to achieve 40-50% complete
or partial responses when given to patients who have failed or
are intolerant to VRCZ or AMB [65-67].

The combination of two agents with a different spectrum
of activity may lead to synergistic activity and decreased
toxicity. Triazoles and polyenes target the lipomembrane
of the fungus, whereas the echinocandins target the (1-3)-
B-p-glucan synthesis in the fungal cell wall. Concurrent
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administration of echinocandins with either VRCZ or
polyenes showed potential utility, especially for IA. A
retrospective review has reported benefit with a combina-
tion of CSFG and L-AMB [68], and another later study
comparing VRCZ and CSFG with VRCZ alone for salvage
therapy after AMB failure in IA has shown significantly
lower mortality rate (P = 0.048) and fewer IA-related
deaths (P = 0.024) in patients who were receiving the
combination therapy compared to VRCZ alone [69].
However, the other study concluded that the addition of
ITCZ to L.-AMB could not improve the outcome of 1A [70)
and therefore the efficacy of this strategy is still uncertain.

5 Conclusion

Despite these remarkable progresses, IFIs are an ongoing
threat, and therefore further investigations are imperative
to reduce IFI-related mortality rates in the transplant set-
ting. Optimization of preventative strategies by choosing
more effective and less toxic antifungal agents as the sit-
uation demands, combination therapy with these agents,
establishment of optimal cutoff of existing diagnostic tests
and development of novel methods for early detection
might show the direction that is best for improving the
overall outcome of HSCT. Therapeutic drug monitoring
also represents an important component, especially for the
use of triazoles, because of the marked inter- and intrapa-
tient variability.
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TRANSPLANTATION

Brief report

Successful engraftment after reduced-intensity umbilical cord blood
transplantation for myelofibrosis
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Although allogeneic hematopoietic stem
cell transplantation has recently been ap-
plied to patients with myelofibrosis with
reproducible engraftment and resolution
of marrow fibrosis, no data describe the
outcomes of umbilical cord blood trans-
plantation. We describe 14 patients with
primary (n = 1) and secondary myelofibro-
sis (n = 13) who underwent reduced-

intensity umbilical cord blood transplan-
tation. Conditioning regimens included
fludarabine and graft-versus-host dis-
ease prophylaxis composed cyclosporine/
tacrolimus alone (n = 6) or a combination
of tacrolimus and mycophenolate mofetil
(n = 8). Thirteen patients achieved neutro-
phil engraftment at a median of 23 days.
The cumulative incidence of neutrophil

and platelet engraftment was 92.9% at
day 60 and 42.9% at day 100, respectively.
Posttransplantation chimerism analysis
showed full donor type in all patients at a
median of 14 days. The use of umbilical
cord blood could be feasible even for
patients with severe marrow fibrosis, from
the viewpoint of donor cell engraftment.
(Blood. 2010;116(4):649-652)

Introduction

Allogeneic hematopoietic stem cell transplantation (allo-HSCT) is
considered the only curative therapy for primary myelofibrosis
(MF) and MF secondary to hematologic malignancies.! Myeloabla-
tive conditioning regimens are associated with high rates of
transplantation-related mortality (TRM), especially among elderly
patients.2* Recent reports indicate that reduced-intensity condition-
ing (RIC) regimens can improve outcomes in such patients.’8
These reports also confirm the safety and effectiveness of bone
marrow (BM) and mobilized peripheral blood stem cells (PBSCs)
from matched related or unrelated donors as stem cell sources. In
contrast, the feasibility of umbilical cord blood transplantation
(CBT) for MF is unknown.

CBT is a valuable alternative to allo-HSCT for treating patients
with hematologic diseases who do not have matched related or
unrelated donors and who need urgent transplantation.®!2 On the
other hand, engraftment delay or failure is one of the most critical
issues that can arise after CBT. The limited doses of total nucleated
cells and CD34* cells in umbilical cord blood and a human
leukocyte antigen (HLA) disparity influence the kinetics of hemato-
poietic recovery.!>!5 Considering these disadvantages of CBT,
delayed engraftment or engraftment failure is a great concern for
MF patients who undergo CBT.!S The goal of this study is to
evaluate the feasibility of reduced-intensity CBT (RI-CBT) for MF.

Methods

The records of all patients who underwent RI-CBT at Toranomon Hospital
from August 2003 and December 2008 were reviewed to identify patients
who had histologically confirmed MF before starting the conditioning

regimen. Marrow fibrosis was assessed on silver-stained BM trephine
biopsies and classified into 4 grades according to the World Health
Organization classification.!” All the patients were incurable using conven-
tional approaches and lacked an HLA-identical sibling or a suitable
unrelated donor from the Japan Marrow Donor Program. Cord blood units
serologically matching more than or equal to 4 of 6 HLA antigens and
containing at least 1.8 X 107 nucleated cells/kg of recipient body weight
before freezing were obtained from the Japan Cord Blood Bank Network.
Conditioning regimens were determined at the discretion of each physician
according to the patients’ disease, disease status, and history of prior
therapy. Information about baseline demographics, clinical characteristics,
transplantation, and its outcome were collected from medical records.
Assessment of engraftment, chimerism (one or more times a week),
pre-engraftment immune reactions, graft-versus-host disease (GVHD),
and supportive care during transplantation were performed as previously
reported.!®20 Cumulative incidences were estimated for neutrophil and
platelet engraftment. Overall survival was estimated using the Kaplan-
Meier method, taking the interval from date of transplantation to death or
last contact.?! The Institutional Review Board of Toranomon Hospital
approved the study, and written informed consent was provided by all
patients to use their records in accordance with the Declaration of Helsinki.

Results and discussion

Fourteen MF patients (median age, 57.5 years; range, 46-72 years)
were extracted. Table 1 shows the clinical characteristics of the
patients. They had primary MF (n = 1), leukemic transformation
from MF secondary to polycythemia vera or essential thrombocyto-
sis (n = 2), or MF secondary to acute myeloid leukemia (AML;
n = 11; AML with multilineage dysplasia in all patients except for
one with de novo AML). All but one patient had the highest-grade
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Table 1. Patient characteristics
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Patient Time from diagnosis to Pretr tation

no. Age, y/sex Diagnosis Disease status transplantation, d MF grade Splenomegaly Cytogenetics

1 55M AMUMF/ET PIF 1732 3 Yes Normal

2 53M PMF Untreated 307 3 Yes NA

3 61M AML/MDS PIF 116 3 Yes Complex*

4 51/F AML/MDS PIF 740 3 Yes Normal

5 61/F AML/MDS PIF 227 3 Yes NA

6 55M AML/MDS Untreated 299 3 Yes Complex

7 46M AML/MDS Untreated 600 3 Yes NA

8 58M AML/MDS Untreated 544 3 Yes Complex

9 67/F AMUMF/PV Untreated 150 3 Yes t(3;3)(q21;q26), ~7

10 53M De novo AML PIF m 3 No Complex

11 57/F AML/MDS Untreated 352 3 Yes Complex with t(9;22)(q34;q11)
12 62M AML/MDS Untreated 147 3 Yes add(1)(p32), -7

13 72/F AML/MDS PIF 329 2 No Complex with t(9;22)(q34;q11)
14 66/M AML/MDS Untreated 92 3 No Normal

AML indicate acute myeloid leukemia; MF, myelofibrosis; ET, essential thrombocythemia; PIF, primary induction failure; PMF, primary myelofibrosis; AML/MDS, acute
myeloid leukemia with multilineage dysplasia; NA, not available; and PV, polycythemia vera.
*Complex karyotype was defined as 3 or more abnormalities at pretransplantation evaluation.

MF. The median time from diagnosis to transplantation was
303 days (range, 92-1732 days). Table 2 shows the transplantation
characteristics. All received purine analog-based conditioning
regimens composing fludarabine phosphate (125-180 mg/m?), mel-
phalan (80-140 mg/m?), or intravenous busulfan (12.8 mg/kg) and
0 to 8 Gy of total body irradiation. GVHD prophylaxis included
tacrolimus and mycophenolate mofetil for 8 patients, tacrolimus, or
cyclosporine A alone in 6. Neutrophil and platelet engraftment was
achieved in 13 and 6 patients, respectively, of the 14 patients. The
median time to engraftment was 23 days (range, 14-43 days) and
53 days (range, 44-102 days) for neutrophils and platelets, respec-
tively. The cumulative incidence of neutrophil engraftment at day
60 and platelet engraftment at day 100 was 92.9% and 42.9%,
respectively (Figure 1A-B). Chimerism analysis of the peripheral
blood of 8 patients and the BM of 6 showed that donor chimerism
was complete (donor > 90%) in all of them. The median length of
time required to achieve complete donor chimerism was 14 days
(range, 7-33 days; Figure 1A). Of the 14 patients, 9 (64%)
developed pre-engraftment immune reactions. Five (36%) devel-
oped acute GVHD grades 2 to 4. No extensive chronic GVHD was
observed in 6 evaluable patients (Table 3). Five patients remained
alive at last contact, representing an estimated probability of

Table 2. Transplantation characteristics

overall survival of 28.6% at 4 years (Figure 1C). All the patients
who could not achieve platelet engraftment died, whereas 4 of
7 patients (57%) who achieved platelet engraftment survived. In
9 patients who died after RI-CBT, 5 patients died of relapsed
leukemia. Non-relapse-related causes of death composed infection
(n=2), GVHD (n=1), and multiple organ failure (n = 1).
Marrow fibrosis disappeared in 2 evaluated patients who survived
beyond 100 days.

This study demonstrated that umbilical cord blood results in
successful engraftment, even for patients with severe marrow
fibrosis in the setting of the RIC regimen, which was similar to that
of other stem cell sources, such as BM and PBSCs.2$22 Although
marrow fibrosis has historically been considered as a relative
contraindication to transplantation because of concerns over an
insufficient and/or dysfunctional niche in which allogeneic hemato-
poietic stem cell engraftment may proceed, recent outcomes of
allo-HSCT for MF support the concept that marrow fibrosis is not
an absolute barrier to allogeneic hematopoietic stem cell engraft-
ment.! However, data from these reports are limited to transplanta-
tions with BM and PBSCs, and no information is available about
umbilical cord blood. Delayed hematopoietic recovery and low
engraftment rate, perhaps because of limited infused cell doses and

Patient

no. TNC, x107/kg CD34+, x10%kg Sex match HLA match Blood type match Conditioning regimen GVHD prophylaxis
1 252 0.823 MM 4/6 MM F125/M80/TBI4 CsA

2 2.62 0.678 MM 4/6 MM F125/M80/TBI4 + SRT TAC

3 317 1.60 Match 4/6 Match F125/M80/TBI4 TAC

4 243 NA MM 4/6 Match F125/M80/TBI4 TAC

5 3.94 2.26 MM 5/6 Match F180/M140 TAC/MMF
6 2.31 0.887 MM -4/6 MM F125/M80/TBI4 TAC

7 272 1.03 Match 4/6 MM F125/Mel140/TBI14 TAC/MMF
8 246 0.773 MM 4/6 Match F180/M140 TAC

9 1.99 1.24 MM 4/6 MM F125/M80/TBI4 + SRT TAC/MMF
10 3.25 0.547 MM 4/6 Match F125/M140/TBl4 TAC/MMF
1 3.31 1.31 MM 4/6 Match F125/M80/TBI8 TAC/MMF
12 2.37 0.873 MM 4/6 MM F125/M80/TBI8 TAC/MMF
13 2,51 0.993 MM 4/6 Match Flu180/B12.8/TBI2 TAC/MMF
14 2.50 0.554 MM 5/6 Match F125/M120 TAC/MMF

TNC indicates total nucleated cell count; MM, mismatch; F, fludarabine (mg/m?); M, melphalan (mg/m?); TBI, total body irradiation; CsA, cyclosporine; SRT, splenic
radiation; TAC, tacrolimus; MMF, mycophenolate mofetil; and B, intravenous busulfan (mg/kg).



From www.bloodjournal.org at JICHI IKA DAIGAKU on January 30, 2011. For personal use only.

BLOOQD, 29 JULY 2010 - VOLUME 116, NUMBER 4

1.0
g 08
[}
]
(5]
£ 06
2
8 04
3
E
3
O 0.2 1
0
0 20 40 60 80 100
Days after transplantation
1.0
8 o8]
-]
h=4
o
£ 06
o
=
8 04
=3
E
3
O 02
0
0 20 40 60 80 100
Days after transplantation
1.0
§ 0.8
)
il
Q
£ 06
o
2 -
S 04 I
3
E
-1
O 021
0 1 T e
0 500 1000 1500
Days after transplantation
Figure1.C id ofengr (A) Solid and broken lines indicate

cumulative incidence of neutrophil engraftment and complete donor chimerism,
respectively. (B) Cumulative incidence of platelet engraftment. (C) Overall survival.

Table 3. Outcome of RI-CBT

RI-CBT FORMF 651

HLA disparities, might limit the use of umbilical cord blood in
these cases.!31%1° However, the present study demonstrated an
equivalent or superior engraftment rate after CBT compared with
allo-HSCT using other stem cell sources.!® We also confirmed an
early chimerism switching in the present study. All 14 patients
achieved complete donor chimerism at a median of 14 days, which
was much earlier than that with neutrophil engraftment. Moreover,
we histologically confirmed that RI-CBT had the potential to cure
marrow fibrosis in 2 evaluated patients. These data suggest that
RI-CBT is an encouraging strategy for treating MF.

Despite successful engraftment, overall survival was poor in the
present study compared with previous reports. However, this result
does not eliminate the feasibility of RI-CBT for MF patients. Our
patient series included only one primary MF. In 13 of 14 patients,
MF coexisted with AML simultaneously. High prevalence of
concurrent AML with MF in the present study probably made
overall survival poorer. However, MF with AML is also challeng-
ing issues in real clinical settings. Physicians occasionally face
rapidly growing AML cases with concurrent marrow fibrosis,
especially in the elderly, for whom urgent allo-HSCT is the only
curative therapy. For those patients, CBT is attractive because of its
accessibility. In this viewpoint, we think that the feasibility of
RI-CBT suggested in the present study is encouraging.

In conclusion, our data suggest that RI-CBT is feasible, even for
patients with severe marrow fibrosis, from the viewpoint of donor
cell engraftment. Especially for MF with AML, further improve-
ments are required in the next place to overcome poor survival
resulting from relapse.
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Patient Neutrophil Platelet Pre-engraftment Survival from Cause of
no. engraftment, d engraftment, d immune reactions* aGVHD2-4 aGVHD34 cGVHD Survival transplantation, d death
1 27 52 No Yes No No Dead 1264 Relapse
2 22 54 Yes No No NE Alive 1672 NA

3 23 Not engrafted Yes Yes Yes NE Dead 68 Infection
4 40 102 Yes Yes No Limited Alive 1481 NA

5 18 44 Yes No No No Dead 344 Relapse
6 14 Not engrafted Yes No No NE Dead 78 Relapse
7 21 57 Yes Yes Yes Limited Alive 937 NA

8 Not engrafted Not engrafted No No No NE Dead 42 Infection
9 37 Not engrafted Yes No No NE Dead 45 MOF

10 28 Not engrafted Yes Yes Yes NE Dead 64 GVHD
1 27 Not engrafted Yes No No NE Dead 61 Relapse
12 43 NA No No No Limited Alive 392 NA

13 21 47 No No No Limited Alive 355 NA

14 20 50 No No No NE Dead 100 Relapse

aGVHD indicates acute graft-versus-host disease; cGVHD, chronic graft-versus-host disease; NE, not evaluable; NA, not applicable; and MOF, multiple organ failure.
*Pre-engraftment immune reactions were diagnosed when febrile patients developed skin eruption, diarrhea, jaundice, or body weight gain of more than 10% of baseline,
with no direct evidence of infection or adverse effects of medication, developing more than 6 days before engraftment.'8



